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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to protect one cognitively impaired resident's (Resident #1) 
right to be free from abuse when staff found Resident #2 in Resident #1's bed with his hand on Resident #1's 
genital area. This deficient practice affected one of three residents sampled. The facility census was 78. The 
administrator was notified on 8/6/25 at 2:04 P.M. of an Immediate Jeopardy (IJ) which began on 7/31/25. The 
IJ was removed on 8/6/25 as confirmed by surveyor on-site verification.Review of the facility provided Policy 
Abuse Prevention Program, dated 2001 and revised 2011, showed:-Residents have the right to be free of 
abuse, neglect, misappropriation, and exploitation. This includes but is not limited to verbal, mental, sexual, 
or physical abuse; -As part of the resident abuse prevention, the administration will: protect residents from 
abuse by anyone including facility staff, other residents, consultants, and visitors;-Our facility will not 
condone any form of resident abuse or neglect;-Abuse is the willful infliction of injury, unreasonable 
confinement, or intimidation with resulting physical harm, pain, or mental anguish. 1.Review of Resident #1's 
Quarterly Minimum Data Set (MDS, a federally mandated assessment completed by the facility staff), dated 
7/15/25, showed: -Significant cognitive impairment, clear speech, usually understood, physical symptoms 
(such as hitting, kicking and pinching) directed at others 1-3 days of 7 days, and rejected care 1-3 days of 7 
days, no wandering.-Diagnoses included: Dementia (a disease that affects the brain causing memory loss), 
without behavior disturbance, asthma, high blood pressure, psychosis (seeing /hearing and believing things 
that are not based in reality), anxiety, and Alzheimer's Disease. Review of the resident's Comprehensive 
Care Plan, dated 7/15/25, showed: -The resident had impaired cognitive function and/or impaired thought 
processes related to Alzheimer's Dementia;-She had difficulty making decisions, and had long and short 
term memory loss;-Staff should use the resident's preferred name, identify themself at each interaction, face 
the resident when speaking and make eye contact;-Reduce any distractions, such as turn off the 
television/radio, and close the door;-The resident understands consistent, simple, direct sentences. Provide 
the resident with necessary cues; stop and return if he/she became agitated;-Ask yes/no questions in order 
to determine the resident's needs. Cue, reorient and supervise as needed. Present just one thought, idea, 
question or command at a time.Review of the resident's July 2025 progress notes showed: -On 7/31/2025 at 
6:07 A.M.: The night shift nurse called to report that a male resident had been found by the Certified 
Medication Technician (CMT) in Resident #1's room, lying in bed with her and his hand in Resident #1's 
pants, but outside of the brief. Resident #1 was not observed to be alarmed or in distress at the time. The 
residents were quickly separated and Resident #2 was removed from Resident #1's room and redirected. A 
physical exam of Resident #1 was immediately completed to ensure safety and no injury; with no signs of 
bruising, swelling or other sign of injury. The spouse and the doctor were to be notified this morning as well 
as other resident family and doctor. Staff were increasing monitoring for this resident to ensure safety and 
mental/emotional wellness;-7/31/2025 at 7:22 A.M.: It was reported from the previous shift, that a resident of 
the opposite sex was found in this resident's bed lying next to her. It was stated that Resident #2 had his 
hand down Resident #1's pants, moving it in a back & forth motion. It was reported the nurse on the previous 
shift examined Resident #1's bikini area and found no abrasions, bruising, or any other injuries. Resident #1 
showed no distress/agitation. Resident #1 was very calm, resting quietly with eyes closed; -7/31/2025 at 
10:41 A.M.: Resident #1's spouse notified of the incident;-7/31/2025 at 12:03 P.M.: Notified the resident's 
Primary Care Physician office nurse of incident.Review of Resident #2's Quarterly MDS, dated [DATE], 
showed: -Significant cognitive impairment, no behaviors, and partial/moderate assist of staff with Activities of 
Daily Living (ADLs: tasks completed in a day to care for oneself);-Diagnoses included: Respiratory failure, 
dementia with behavioral disturbance, high blood pressure, anxiety, bipolar disorder (a mental illness with 
significant shifts in mood, energy and function), and tremor. Review of the resident's Comprehensive Care 
Plan, dated 6/26/25, showed: -The resident was dependent on staff for meeting emotional, intellectual, 
physical, and social needs related to his/her cognitive deficits; -He wound wander around the unit, as he was 
disoriented to place, with impaired safety awareness; -Staff were to distract the resident from wandering by 
offering pleasant diversions, structured activities, food, conversation, television, or books;-Provide structured 
activities such as toileting, walking inside and outside, reorientation strategies including signs, pictures and 
memory boxes. -The resident resided on the secure SCU; -The resident may become inappropriate, such as 
excessive groping/touching with other female residents/care staff. He will be monitored with no 
unwanted/undirected episodes of groping/feeling behaviors towards others by review date;-Administer 
medications as ordered and monitor/document for any side effects and effectiveness;-Staff to intervene as 
necessary to protect the rights and safety of others;-Approach and speak to him in a calm manner;-Divert his 
attention;-Remove him from the situation and take him to an alternate location as needed; -Monitor his 
behavior episodes and attempt to determine any underlying cause;-Consider the location, time of day, 
persons involved, and situations, when behaviors occur;-Document his behavior and potential causes; -One 
on one activities should be held in public, open areas such as in the dining room or day room of the SCU; 
-Staff were to have a second person with them whenever private care is required for the resident.Review of 
the resident's July- August 2025 Progress Notes showed: -On 7/31/2025 at 6:03 A.M.: the night shift nurse 
reported the resident had been found by the CMT in another resident's room, lying in bed with her and his 
hand down the other resident's pants, on the outside of the brief. The other resident was not observed to be 
alarmed or in distress at the time. The residents were quickly separated and Resident #1 was removed from 
the other resident's room and was easily redirected. He was placed on 15-minute checks for closer 
monitoring to ensure safety;-On 7/31/2025 at 11:13 A.M.: the resident's Primary Care Physician was notified 
of the incident that occurred during the night shift.-On 8/1/2025 at1:57 P.M.: the resident began to question 
the staff about something that happened; asked what was going on, and said it was not good. Also said 
something happened that was not very good. The nurse sat with the resident and he began to calm down 
and was in good spirits at the end of conversation.During an interview on 8/5/25 at 3:53 P.M., CMT A 
said:-He/She assisted Resident #2 to get ready for the day at 5:30 A.M. and the resident laid back in his bed; 
-He/She then took linen and trash out, noting that Resident #1 was in bed at approximately 5:35 A.M.; -When 
he/she returned to the SCU, he/she found Resident #2 in Resident #1's bed;-He/She found Resident #2 in 
bed with Resident #1 at approximately 5:45 A.M. on 7/31/25;-Resident #1 was on her back and Resident #2 
was on his right side facing Resident #1;-Resident #2 had his hand on the brief on Resident #1's private 
areas, rubbing in a circular motion;-Resident #1's brief was intact and she was barely awake and drowsy; 
-Resident #1 was not speaking or crying; -CMT A said stop, we need to leave the room; -Resident #2 got up 
and walked to him/her saying he was sorry and did not know; -He/She took Resident #2 back to her room 
and notified the charge nurse of the incident;-On 7/29/25 he/she was working with Resident #2 when he 
became aggressive and attempted to pull his/her uniform pants down and he/she left the area and another 
staff member assisted Resident #2. During an interview on 8/6/25 at 3:15 PM Licensed Practical Nurse 
(LPN) A said:-He/She was the day shift Charge Nurse on 7/31/25; -He/She was informed Resident #2 was 
found in bed with Resident #1 and staff could not tell if Resident #2's hand was inside the brief of Resident 
#1, but Resident #2 was moving his hand in Resident #1's bikini area; -The night nurse had done a skin 
assessment on Resident #1 and found no injuries.During an interview on 8/6/25 at 1:12 P.M., LPN B 
said:-He/She was on call 7/31/25 and was notified at 5:57 A.M. of the incident between Resident #1 and #2; 
-He/She was notified by the charge nurse, Resident #2 had been removed from Resident #1's room, 
returned to his room and another nurse was completing Resident #1's skin assessment.During an interview 
on 8/5/25 at 2:50 P.M., Certified Nurse Aide (CNA) A said: -Resident #2 did not usually go into other rooms; 
-Resident #2 would hold hands with other residents once in a while; -Resident #2 was kind of handsy when 
he would give hugs, like rubbing his hands up and down your back; he was a feely person, like when he 
walked up to you, he would rub your arm or hold your hand, but never saw him touch anyone inappropriately. 
During an interview on 8/6/25 at 2:00 P.M., the Administrator said:-He/She interviewed CNA A and CNA B in 
regard to the incident between Resident #1 and Resident #2; -He/She did not believe it was abuse as he/she 
was unsure why Resident #2 had gotten into bed with Resident #1. During a follow up interview on 8/6/25 at 
2:30 P.M., CNA B said:-On 7/31/25 there were two CNAs (CNA A and CNA B) and one CMT on the 
SCU;-On the day shift there are two CNAs and a CMT scheduled on the SCU.During an interview on 8/5/25 
at 1:29 P.M., Resident #1's Family Member A said: -He/She was notified the morning the incident 
occurred;-He/She did not understand how another resident got into Resident #1's room to the point of getting 
into bed with her and having his hand down the resident's pajamas; -When Resident #1 moved in he/she told 
the facility three things; one - the resident must be kept clean, two - he/she wanted the resident safe, and 
three - do not abuse the resident., but that is what happened. The facility did not keep Resident #1 safe;-The 
Administrator and Director of Nursing (DON) said nothing happened, because the other resident's hand was 
not inside her clothes, and that the other resident was only in there maybe 10 minutes. A lot can happen in 
10 minutes;-He/She did not feel like there was enough staff to prevent this kind of incident from happening 
again;-Resident #1 was abused. She never would have allowed that if she was in her right mind. During an 
interview on 8/5/25 at 2:44 P.M., Resident #1 said: -She did not like when the other resident was in bed with 
her; -Resident #2 had touched down her waist, it did not hurt much and she did not like it; -She was a little bit 
afraid.During an interview on 8/5/25 at 2:56 P.M. Resident #2 said:-He/She was not sure if he/she had the 
right bed or the wrong one;-He/She did not know if he/she had gotten into another resident's bed;-He/She did 
not know where he/she was; -He/She did not know if something happened.During an interview on 8/5/25 at 
3:27 P.M., the Interim DON said:-The MDS Coordinator was on call and notified of the incident between 
Resident #1 and #2; -He/She was told Resident #2 had been found lying in bed with Resident #1; Resident 
#2 had his hand on Resident #1's front bikini area on top of the resident's brief; -A skin assessment was 
completed on Resident #1 and nothing was found; -Resident #2's room is across the hall from Resident #1, 
so he may have been confused and went to the wrong room; -Both residents remained in the same rooms 
after the incident; -The police were not notified of the incident;-He/She spoke with Resident #2's Primary 
Care Physician (PCP) on 8/5/25 and requested a medication review; -The PCP adjusted Resident #2's 
medication on 8/5/25. During an interview on 8/6/25 at 2:35 P.M., Resident #2's PCP said:-He/She was 
called Monday August 4, 2025, in regards to the incident between Resident #1 and Resident #2.-He/She saw 
Resident #2 early morning on 8/5/25, and medication adjustments were made; -Resident #2 did not 
remember any of the incident on 7/31/25.-He/She believed residents on Special Care Communities need 
closer monitoring for safety and behaviors. NOTE: At the time of the survey, the violation was determined to 
be at the immediate and serious jeopardy level J. Based on observation, interview and record review 
completed during the onsite visit, it was determined the facility had implemented corrective action to address 
and lower the violation at the time. A final revisit will be conducted to determine if the facility is in substantial 
compliance with participation requirements.At the time of exit, the severity of the deficiency was lowered to 
the D level. This statement does not denote that the facility has complied with State law (Section 198.026.1 
RSMo.) requiring that prompt remedial action be taken to address Class I violation(s). 2577793

22265787

11/20/2025


